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ORIGINAL ARTICLES 


THE PRESENT STATUS OF ABDOMINAL 
CESAREAN SECTION.* 


By FRANKLIN S. NEweELL, M. D., 


Assistant Professor of Obstétrics and Gynecology 
to Harvard University. 


The published statistics of the results of the 
abdominal Caserean section would seem to prove 
that it is an operation of such comparative safety 
that there can be little or no question but that it 
should be classed as one of the greatest advances 
of modern obstetrics. Apparently it offers a safe 
and easy method for the delivery of an uninjured, 
healthy child with a minimum of suffering and 
risk to the mother in cases which would possibly 
end disastrously, if pelvic delivery were at- 
tempted. Although during its period of develop- 
ment the indications for which Cesarean section 
was performed were practically limited to dis- 
proportion between the fetal head and the 
maternal pelvis, the excellent results which fol- 
lowed its employment on properly selected cases 
have led to a marked broadening of the indica- 
tions. The time has now been reached when 
some operators seem to resort to it for slighter 
indications than they would perform a low for- 
ceps operation, exercising little or no care in the 
selection of proper cases, with the result that 
although the published statistics still show it to 
be a safe surgical procedure under proper condi- 
tions, the unpublished results are appallingly bad. 

A chance remark made to me by the wife of 
a competent surgeon practicing in one of the 
smaller cities near Boston first called my atten- 
tion to this fact. I had operated on her for the 
repair of the results of a brutal forceps delivery 
through a contracted pelvis, and had advised 
ahdominal delivery in future labors. Her reply 
was to the effect that in their community 
Cesarean section had proved universally fatal to 
the mother, a statement which led me to investi- 


*Read before The Providence Medical Association, November 
6, 1916 


gate the unpublished statistics of Cesarean sec- 
tion whenever the opportunity offered, with the 
result that I am convinced that except in the 
practice of trained obstetric surgeons Cesarean 
section can in no sense be considered as a life 
saving operation, except for the child, and I be- 
lieve that if we could only collect the statistics 
from the suburban hospitals, or even from the 
private hospitals of our larger cities, we should 
be compelled to admit that there is a surprisingly 
high maternal mortality attendant upon this 
operation, the true indication for which is the 
saving of fetal life at the expense of little or no 
increased risk to the mother. 

In four cities of from 25,000 to 50,000 inhabi- 
tants within forty miles of Boston I collected 
the following facts: 

In A, no Cesarean is known to have recovered. 

In B. the mortality, as personally stated by 
one of the local surgeons, is from 60 per cent. to 
75 per cent. 

In C. Cesarean section is supposed to be a uni- 
versally fatal operation when performed by the 
local surgeons. 

In D. Cesarean section is an operation of 10 
to 20 per cent. mortality in average cases, but 
since it has been adopted as the routine method 
of delivery in eclampsia the mortality has greatly 
increased, it being over 50 per cent. in these cases. 

In well equipped private hospitals in Boston 
seven cases are known to have been lost recently 
after operation by supposedly well trained sur- 
geons. 

I cannot vouch for the absolute accuracy of 
these figures, but they demonstrate clearly what 
is going on in the smaller cities near Boston, and 
there seems to be no reason to believe that the 
results are much better in other parts of the 
country. 

R. W. Holmes, in his excellent paper, “Obstet- 
rics: A Lost Art,” says that “one who has a 
mortality of 5 per cent. or more in his Cesarean 
sections should revise his indications—should use 
discrimination in his selection of cases.” This 
statement, while undoubtedly true, does not go 
far enough. I believe that every surgeon who 
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loses a case of Cesarean section should consider 
most carefully the causes which have entered into 
his patient’s death, especially with relation to his 
choice of Cesarean section as the operation of 
election, and also with regard to his operative 
technique, in order to discover, if possible, the 
source of trouble so as to prevent similar results 
in future work. The majority of operators ap- 
parently choose Cesarean section as a panacea 
for all obstetric difficulties when some other 
method of delivery should have been selected, 
and then blame the patient or some one else for 
the bad result, forgetting that the responsibility 
is theirs and that there are certain well known 
factors which render the operation safe or ex- 
tremely dangerous, according as they are strictly 
adhered to or neglected. The primary cause of 
most bad results is either a failure to recognize 
the contraindications to the operation or an im- 
proper surgical technique, and the responsibility 
rests with the surgeon and not with the patient. 

Inquiry as to the general conditions which have 
led to these bad results leads me to believe that 
the principal underlying cause is a lack of knowl- 
edge on the part of the average practitioner as to 
what constitutes the contraindications to an 
abdominal delivery, which suggests that there is 
a fundamental error in the teaching of obstetrics. 
The medical student is taught the indications for 
the operation; he sees the operation performed 
under proper conditions with brilliant results and 
he is impressed with the ease of the operation, 
as compared with a difficult pelvic delivery, and 
the satisfactory after results for both patients. 
He is not sufficiently taught in regard to the bad 
results which follow the operation, if performed 
on improperly selected cases, and his subsequent 
reading does not educate him on this point, for 
few except the successful operations get into the 
literature, and the possible dangers of the opera- 
tion are either ignored or slighted. 

The standard which is set for obstetric care in 
general practice is so low that outside of the 
practice of specialists or general practitioners 
who have taken special obstetric training, the 
study of the patient during pregnancy, particu- 
larly with regard to the method of delivery best 
suited to her individual needs, is practically 
neglected, and the average patient comes to labor 
without having received any pre-natal study. The 
result is that the great majority of women are 
allowed to enter on labor without ever having 
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been carefully examined, and, therefore, Cesa- 
rean section is seldom undertaken until the fail- 
ure of labor and often of operation have demon- 
strated that the delivery of a living child through 
the pelvis is impossible, except by pubiotomy, 
which is an unknown operation in general prac- 
tice. Cesarean section is then performed as an 
operation of last resort for the sake of the child, 
and the patient, often already infected, dies or 
recovers after a prolonged illness. 

Experience has shown that certain principles 
should govern the choice of operation and that 
every departure from them renders a patient a 
doubtful or a bad risk for Cesarean section. 
There is not the slightest doubt but that if the 
poor risks are delivered by some other method, 
even though the sacrifice of the child may be 
necessary, many maternal lives will be saved 
which are now sacrificed unnecessarily, at the 
expense of a relatively small increase in the fetal 
mortality. 

Cesarean section performed by a competent 
surgeon on a healthy, uninfected patient under 
proper conditions is an operation which should be 
attended by little, if any, higher mortality than 
is to be expected in ordinary clean abdominal 
surgery on patients who are considered good sur- 
gical risks. If, however, any one of these condi- 
tions is disregarded the prognosis will be at once 
materially altered for the worse, and it behooves 
the operating surgeon to consider carefully in 
each individual case whether the patient is a 
proper risk for an abdominal delivery or whether 
some contraindication to the operation is present. 
If the latter proves to be the case he must deter- 
mine whether delivery may not be effected in 
some other way with less risk to the mother, and 
if such proves to be the case it is his duty to 
refuse the abdominal operation, even though this 
may involve a deliberate sacrifice of the child. 
The only exception to this rule should be that if 
the Cesarean section is demanded by both hus- 
band and wife for the sake of the child, after the 
risks. of the operation have been fully explained 
to them, the surgeon may in exceptional cases, 
when no more than a reasonable doubt exists as 
to the outcome, take a somewhat increased risk 
for the mother for the sake of a child which is in 
good condition. The factors which should be 
taken into consideration in making a decision 
are: the condition of the patient, both as regards 
the possibility of uterine infection and as regards 
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complicating diseases, which increase the danger 
of the operation; the circumstances under which 
the patient is placed, both as regards the possi- 
bility of an aseptic operation and proper after 
care, and the skill of the medical attendants to 
deal with the special problems which the case 
presents. The problem will often prove to be a 
complicated one and its solution extremely diffi- 
cult, but it must always be remembered that 
operation on improperly selected cases means the 
probable death of the mother from peritoneal 
infection, the patient having little chance for her 
life, and that, therefore, vaginal delivery is 
always to be advised when possible in doubtful 
cases rather than to subject the patient to the 
grave risk which abdominal delivery entails in 
the presence of uterine infection. 

The most essential factor for success in Cesa- 
rean section is that cases for operation should be 
selected with the greatest care and that operation 
should be refused to all patients in whom uterine 
infection can be demonstrated or is even seriously 
suspected, provided delivery can be accomplished 
by some other means. If, however, abdominal 
delivery seems to be the only possible solution 
of the problem the uterus should be delivered and 
the peritoneal cavity carefully protected before 
the uterus is opened, and after the delivery of 
the child and placenta a complete hysterectomy 
should be performed, it being a violation of all 
surgical principles to return an infected uterus 
to the abdomen to act as a source of peritoneal 
infection. The greatest care should be taken 
during the operation to protect the peritoneal 
cavity from contamination by the infected uterine 
contents. If infection is only probable but not 
positive it may be justifiable, for the sake of the 
child, to perform an extra-peritoneal operation 
and to leave the uterus, but such a course will 
be attended by some mortality, and the part of 
wisdom in doubtful cases is to refuse abdominal 
delivery when any other method is possible. 

To judge from the general results the condi- 
tions which predispose to infection of the uterus, 
and, therefore, to infection of the peritoneal 
cavity, if a Cesarean section is performed after a 
test of labor, do not seem to be generally appre- 
ciated, and herein lies the explanation of the un- 
necessary sacrifice of maternal life. Vaginal 
examination is by far the most common cause of 
uterine infection and repeated examination, no 
matter how careful the aseptic technique may be, 
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"should place the patient at least in the suspected 


class, even if there is no clinical evidence of in- 
fection, and render Cesarean section an operation 
to be performed only for absolute indications, 
and even then with serious misgivings. 

Attempts at delivery per vaginam still more 
increase the risk of a subsequent abdominal 
delivery, and the obstetrician must realize that a 
patient on whom a vaginal operation has been 
attempted unsuccessfully is an extremely bad 
risk for a Cesarean section. If, therefore, he 
attempts a high forceps operation and fails, 
Cesarean section is contraindicated, and the 
patient should be delivered by craniotomy or 
pubiotomy and not by section, no matter how 
careful he believes his asepsis to have been. Un- 
doubtedly a majority of these patients will 
recover, if delivered abdominally after a tenta- 
tive application of forceps, but it is the minority 
which dies that is important, and I believe that 
abdominal delivery should be refused to all the 
patients in this class for the sake of this minority. 
This is particularly true if the attempt at extrac- 
tion has been anything more than tentative, unless 
the value of the child to its parents is such that 
the mother is willing to take a very serious risk 
for its sake, and even then I do not believe that 
the surgeon should allow operation to be forced 
on him against his better judgment. 

Even though there has been no vaginal inter- 
ference whatever, there is no doubt but that the 
prognosis of Cesarean section is materially altered 
for the worse by the mere fact that the patient 
has been in active labor for a number of hours, 
the danger being greater the longer and more 
severe the labor. A few hours of moderate labor 
do little, if any, harm, but the exhausted patient 
is a poor surgical risk, and the results on patients 
who have been subjected to a true test of labor 
are distinctly worse, both from the standpoint of 
morbidity and mortality, than if the operation is 
performed before labor begins or early in labor. 
For this reason I believe it is unwise to subject 
a patient to a true test of labor with the intention 
of performing Cesarean section in case of failure, 
even though no vaginal examinations are made. 
A few hours of moderate labor will do little 
harm, but a true test of labor, i. e., allowing the 
patient to go into the second stage to test the 
molding of the head is, I believe, unwise, if a 
Cesarean is contemplated in case of failure. My 
own custom is to examine all doubtful cases 
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under anesthesia a few days before the probable 


date of labor, and if I find it impossible to engage 
the head in the pelvis, and especially if the head 
overrides the symphysis, to perform Cesarean 
section at the time of election. I recognize that 
a certain proportion of these patients will mold 
the head into or through the pelvis, but I prefer 
to do a few unnecessary operations at the time 
of election rather than to be forced to perform 
an occasional late operation on an exhausted 
patient with the alternative of a pubiotomy or a 
destructive operation on a living child. 

Patients in whom the membranes have been 
ruptured for a considerable time are especially 
prone to infection, even if not examined at all, 
and I believe that when early rupture of the 
membrane occurs in patients in whom some other 
possible indication for Cesarean section exists, 
the operation should be performed without un- 
necessary delay, and if it is thought advisable to 
give a test of labor that all thought of Cesarean 
section should be definitely abandoned, and the 
patient’s friends informed of this decision so that 
they may have the opportunity to elect a Cesa- 
rean, which is probably unnecessary, if they so 
desire, rather than to take serious risks for the 
child. I do not, however, consider early rupture 
of the membranes in itself an indication for 
Cesarean section, no matter what the presentation 
or position of the child. 

Patients suffering from acute infections of any 
sort, whether local or general, should be classed 
as poor risks for abdominal delivery, .and opera- 
tion should be refused if any other method of 
delivery is possible. Chronic diseases complicat- 
ing pregnancy, such as chronic nephritis, diabetes, 
and heart lesions, render the prognosis of Cesa- 
rean section more serious than if the operation 
is performed on a healthy patient, and although 
in many cases the operation may be advisable, 
either in spite of the complicating condition or, 
as sometimes happens, because of it, as offering 
less risk than a difficult labor, the results cannot 
be expected to compare favorably with those of 
operations performed on patients in good health, 
and this fact must be taken into consideration in 
the choice of treatment. 

Pre-eclamptic toxemia and eclampsia are at 
the present time cited as indications for abdomi- 
nal delivery. The best results published up to 
date, however, show a distinctly higher mortality 
than when delivery is effected by other means, 
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and I believe that although in individual cases the 
operation may be advisable it is so in spite of 
and not because of the complicating toxemia. 
Unquestionably Cesarean section offers the 
easiest means of delivery for the surgeon and 
often the least shock to the patient, but I do not 
believe that a thoroughly toxic patient who is 
suffering from a partial suppression of urine can 
ever be considered a good risk for abdominal 
surgery. In a certain number of cases where 
some other reason for the operation exists Cesa- 
rean section may be advised, but certainly not 
as a routine procedure in the treatment of these 
conditions. 

It seems hardly necessary to refer to the im- 
portance of proper surroundings for an aseptic 
operation and the possibility of providing proper 
after care for these cases. A tenement house is 
not a proper place for abdominal surgery when 
better quarters can be provided, and a well- 
equipped hospital will give the best results. Un- 
less proper surroundings can be provided and 
proper after care ensured the performance of 
Cesarean section should, under these conditions, 
be restricted to patients who present absolute 
indications for abdominal delivery. 

Furthermore, Cesarean section will prove an 
exceedingly fatal operation if performed as an 
obstetric operation by the poarly trained operator. 
It is an easy operation, it is true, but as in every 
other major surgical procedure, the better the 
operator the better the results, and vice versa. 
In the-hands of a properly trained surgeon, who 
has had no obstetric training, abdominal delivery 
will often prove safer in emergency than a pelvic 
operation with which he is unfamiliar, but that 
does not warrant his performing operations un- 
necessarily when competent advice can be 
obtained, a condition which frequently arises at 
the present time. 

If these contraindications are scrupulously re- 
garded I believe fully that abdominal delivery is 
as safe as a major surgical opération can be, 
subject only to the ordinary surgical risks, as 
embolus, ether pneumonia, etc., and should be 
attended by a mortality of less than I per cent. 
The principal factors which render it safe, how- 
ever, are the determination of its necessity by 
careful study of the patient during pregnancy, 
and the proper preparation of the patient for 
operation, so that the operation may be per- 
formed at a set date, preferably before labor be- 
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gins or very early in labor, under proper condi- 
tions. Emergency surgery is always relatively 
unsatisfactory in its results and Cesarean section 
offers no exception to this rule. 

The indications which warrant the perform- 
ance of Cesarean section may be divided into 
two general groups: those in which for one rea- 
son or another an attempt at delivery through 
the pelvis is practically sure to be attended with 
disaster for mother or child, or both, and that in 
which although delivery per vaginam may be 
possible abdominal delivery offers definite advan- 
tages to one or both patients. The practical dis- 
tinction between the two classes of indications 
depends on the results obtained by the abdominal 
route. If we accept the published statistics as 
correct, the indications may be very broad in 
competent hands, but if the unofficial figures 
which I have quoted at all represent the facts in 
general practice the more the operation is limited 
to patients in whom it is the only possible method 
of delivery the better. 

In my opinion, Cesarean section is a safe sur- 
gical procedure as long as proper care is exer- 
cised in the selection of cases for operation, and 
I believe that most bad results are due either to 
lack of appreciation of the contraindications to 
operation or to faulty technique on the part of 
the operator. I, therefore, feel that in the hands 
of a competent surgeon the operation may be 
properly performed for comparatively broad 
indications. It must be remembered, however, 
that the consensus of opinion among qualified 
obstetricians is that if a patient is once delivered 
by Cesarean section it is unwise to subject the 
uterus to the strain of future labors, and future 
pregnancies are to be terminated in the same way. 
Therefore, in young women who may have sev- 
eral children, Cesarean section is a questionable 
procedure when performed for indications which 
are only temporary in character, such as eclamp- 
sia and placenta previa, when any other method 
of delivery holds out a reasonable hope of suc- 
cess. 

The principal indication for Cesarean section 
is, and always will be, serious disproportion 
between the fetal head and the pelvis. The deter- 
mination of the degree of disproportion and the 
estimation of the liability of the individual to 
serious dystocia will call for the wisest judgment 
after thorough examination under anesthesia. 
If the disproportion is marked a primary Cesa- 
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rean at the time of election should be advised 
without hesitation, in spite of the fact that in 
some cases the test of labor will result in a not 
unduly difficult pelvic delivery, but the risk to 
the life of the child and of serious laceration of 
the mother is too great in these cases to be a 
proper one. If the disproportion is only mod- 
erate and the patient is a young primipara I 
believe that she should be subjected to the test 
of labor in the majority of cases, but if the 
patient’s nervous or physical equipment is such 
that it is not thought wise to subject her to the 
strain of the prolonged second stage, which 
would probably be necessary to mold the head 
into the pelvis, the Cesarean section is the opera- 
tion of choice. 

Women whose previous labors have proved 
unduly difficult and who have lost one or more 
children from complications incidental to diffi- 
cult operative deliveries, even though no definite 
pelvic contraction can be made out, should be 
classed as proper subjects for Cesarean, and in 
this class also should be included women who 
have suffered serious pelvic damage in their pre- 
vious labors, which has later been repaired, un- 
less.some other factor renders them poor abdomi- 
nal risks, This especially holds true when the 
patient has suffered a third degree perineal lacera- 
tion or a vesico-vaginal fistula. 

One Cesarean section should always, in my 
opinion, be followed by Cesarean section in sub- 
sequent labors. Published cases show that the 
risk of rupture of the uterine scar, if exposed to 
the strain of labor, is a definite one, and that the 
mortality from this cause is higher than the mor- 
tality from the repeated Cesarean section. There- 
fore, the repetition of the Cesarean section is 
called for, since it is not possible to predict in a 
given case whether the scar will rupture or not, 
irrespective of the method of suture employed 
or the operative skill of the surgeon in the case. 
The performance of a primary Cesarean section 
in patients who have no permanent indication, 
as for instance in eclampsia, placenta previa and 
the like, should be undertaken only when it seems 
to be a life saving operation for the child or a 
health saving operation for the mother, and the 
family should be informed in regard to the future 
of the patient’ when the operation is advised. The 
fact that in the great majority of cases the scar 
will not rupture is not, in my opinion, any argu- 
ment for deliberately choosing the greater of two 
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risks for the patient for the sake of avoiding the 
lesser. 

Dystocia, resulting from previous operations, 
may render a Cesarean section necessary in sub- 
sequent labors. Ventral fixation, or an improp- 
erly chosen method of suspension, which has re- 
sulted in fixation, and amputation of the cervix 
are especially likely to cause trouble in subse- 
quent labors, and patients who have been sub- 
jected to such operations should be carefully 
studied in order to determine what method of 
delivery is indicated with due regard to the 
safety of both patients, 

In primiparae who have marked valvular 
lesions of the heart, especially mitral stenosis, 
Cesarean section will, in many cases, prove the 
safest method of delivery, particularly in women 
who have had signs of failing compensation 
during pregnancy. Probably in the majority of 
these cases delivery per vaginam can be accom- 
plished without undue risk to life, if the second 
stage of labor is terminated promptly by forceps, 
but I believe that the strain of even an average 
first stage detracts seriously from the reserve 
power of the diseased heart and that a Cesarean 
section before labor begins offers the safest 
method of delivery for these patients, especially 
when the future health of the patient is taken 
into consideration. 

Women of over forty in their first pregnancy 
may very properly be looked on as proper cases 
for abdominal delivery. The fact that the patient 
may never have another child, combined with the 
somewhat increased danger of unsatisfactory 
labor, which may result in severe pelvic lacera- 
tion following an operative delivery through rigid 
soft parts, offers, in my opinion, a proper indica- 
tion for Cesarean section in selected cases. If 
in addition to rigid soft parts and the relative 
importance of the child there exists even a slight 
pelvic contraction, the indication, in my opinion, 
becomes absolute. 

Premature separation of the normally situated 
placenta with symptoms of severe hemorrhage 
not infrequently offers a proper indication for 
abdominal delivery, since in some cases it may be 
necessary to remove the uterus in order to pre- 
vent death from post-partum hemorrhage, as has 
been recently reported in two instances by J. W. 
Williams. If the patient can be operated on, 
under proper conditions, in a well equipped hos- 
pital the indication is a sound one, but if opera- 
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tion is done as an emergency under poor condi- 
tion, the mortality will probably be little improved 
by adopting abdominal delivery as a routine in 
general practice. 

These are the general indications for the opera- 
tion, i. e., some obstruction to delivery or the 
presence of soine condition which renders the 
abdominal route the safer one for mother or 
child, or both. In the literature of the present 
day many other indications are advocated, 
eclampsia, placenta previa, contraction ring, 
breech or face presentations in primiparae, gen- 
eral poor equipment for labor, etc. Any one of 
these indications may furnish a proper indica- 
tion in the given case when taken into considera- 
tion with other complicating factors, but none 
of them is a sufficient indication for a routine 
abdominal delivery to be advocated. If opera- 
tion is undertaken for one of these reasons the 
patient or her friends should be carefully in- 
formed of the circumstances which render the 
operation wise, of the dangers of the operation 
in case of a faulty technique, which is always 
possible, and of the necessity of future Cesareans 
in case the patient becomes pregnant again. In 
other words, the operation at the best is one to 
be chosen for good and sufficient reasons and not 
one to be undertaken lightly. 


CLINICAL DEPARTMENT 


RUPTURE OF THE URINARY BLADDER, 
WITH A REPORT OF TWO CASES.* 


By Georce A. Eckert, M. D., 


Providence, R. I. 


Ruptures of the bladder are usually divided 
into two classes: (1) those in which the wound 
is extraperitoneal and (2), those in which it in- 
volves the peritoneal investment, and is intra- 
peritoneal. 

The relative proportions of these two forms of 
the injury anatomically is about 20 per cent. ex- 
traperitoneal to 80 per cent. intraperitoneal ; ac- 
cording to sex, males about 90 per cent. females 
about 10 per cent. 

The causes are of two kinds, predisposing and 
exciting. The predisposing causes are distention 
of the bladder ; cystitis ; ulceration ; degeneration 

*Read before the Rhode Island Hospital Club, March 28, 1917 
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or atony of the bladder coats; prostatic enlarge- 
ment and urethral stricture. The exciting causes 
are external violence; falls upon the feet or but- 
tocks, as well as upon the abdomen; straining at 
stool, in micturition or during parturition; trau- 
matic rupture produced by perforation with in- 
struments roughly used; fracture of the pelvis, 
especially if a small spicule punctures the blad- 
der. Spontaneous rupture occasionally occurs. 

The site at which the bladder ruptures varies: 
Intraperitoneal rupture is said to occur most fre- 
quently at the summit of the bladder or in the 
posterior wall, while extraperitoneal rupture oc- 
curs most frequently on the anterior wall. The 
rupture varies in character and extent. Usually 
it is linear, although it may be zigzag or of an 
irregular shape. It may extend from above 
downward or from side to side. In the latter 
case the edges of the wound gap very little. Gen- 
erally the tear does not exceed 2 inches in length, 
and it often looks more like a perforation than a 
tear. 

The immediate results of the accident will be 
extravasation of blood and urine into the pre- 
vesical space, or into the areolar tissue about the 
sides and posterior surface of the bladder in 
cases of extraperitoneal injury, and into the peri- 
toneal cavity when the laceration is intraperi- 
toneal. 

If the extravasated fluids are not evacuated, 
sooner or later infection of the field occupied by 
them takes place and in the extraperitoneal 
variety of the injury suppuration and burrowing 
of the pus between the bladder and rectum and 
throughout the pelvis occurs if the patient lives 
long enough. In the intraperitoneal ruptures 
septic peritonitis ensues. The length of time, 
however, before this condition arises is some- 
times extraordinarily long. The liability to occur 
is much increased if the patient is catheterized. 
The general consensus of opinion seems to be 
that all patients without surgical intervention, 
who have extravasations of blood and urine in 
the peritoneal cavity, die of septic peritonitis. 
That this is not invariably true is shown by a 
case reported by Ledderhose, in which an intra- 
peritoneal rupture of the bladder was found in a 
patient, seventeen days after injury, during an 
operation for the evacuation of a small extra- 
peritoneal abscess. No sign of peritonitis was 
discovered. 


RUPTURE OF THE URINARY BLADDER—ECKERT 


117 


SYMPTOMS AND DIAGNOosIs: 

The first symptom usually noted after rupture 
of the bladder is shock, which may be so severe 
that consciousness is lost, or the shock may ter- 
minate in speedy death. This not infrequently 
happens if the person injured is intoxicated. If 
the symptoms of shock are less marked the 
patient complains of intense desire to urinate 
without being able to do so. Even with the 
greatest effort he is able to pass only a few drops 
of blood or bloody urine from the urethra. This 
symptom is so constant that only in rare instances 
is the passage of urine free. There is also in- 
tense pain in the region of the bladder extending 
at times over the entire lower abdomen. Fre- 
quently there are nausea and vomiting and the 
early symptoms of acute peritonitis, 

If the urinary leakage is into the tissues out- 
side of the peritoneum, there is steady accumula- 
tion and diffusion of urine here, which, when it 
becomes infected, develops phlegmon, abscess, 
sepsis, possibly peritonitis if appropriately 
located, 

It is not always possible to make an absolute 
diagnosis of rupture of the bladder when the 
patient is first seen. The intense desire to uri- 
nate and the inability to do so are very sugges- 
tive symptoms, but there have been cases of 
rupture of the bladder in which the symptoms of 
shock were absent and the patient was able to 
pass urine voluntarily. This may be due to the 
fact that the rupture of the bladder was at first 
incomplete and did not until later involve the 
whole thickness of the bladder wall. 

The most essential diagnostic factor is the fail- 
ure to obtain more than a small quantity of urine 
on the passage of the catheter, and the presence 
of blood in the urine drawn. If the catheter is 
easily passed and a mixture of bright red blood 
and urine not containing any clots is evacuated, 
it is probable that the kidney is ruptured. This 
should be confirmed by palpation over the kidney 
region. If blood flows spontaneously from the 
meatus the urethra is probably ruptured. 

Some authors advocate filling the bladder with 
a known amount of a sterile fluid, then observing 
the amount returned, some inject hydrogen or 
oxygen. These methods have not received the 
undivided support of writers. The cystoscope is 
ordinarily of little use in cases of ruptured 
bladder. The inability to distend the bladder 
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with fluid and to obtain a clear medium makes 
its employment valueless. 


TREATMENT: 


There is no room to debate the course to be 
pursued in any case of rupture of, the bladder 
in which the diagnosis can be made with even 
a moderate degree of certainty. It should be 
prompt surgical intervention as soon as possible 
after the diagnosis has been made. The mortal- 
ity of intraperitoneal ruptures treated ex- 
pectantly is 88 per cent. Those treated opera- 
tively 42 per cent. 


Case Reports: 

Case I. Male, 32 years of age, brought into 
the hospital in a dazed condition. He was riding 
in an automobile which was struck by a street 
car; the patient was thrown out. 

Physical examination on admission gave no 
evidence of a ruptured bladder. On awakening 
about six hours later, the patient complained of 
a dull pain in his lower abdomen. Very little 
attention was paid to this until about twelve 
hours later when the patient complained of a 
very severe pain across his lower abdomen. At 
this time, the patient on being questioned closely 
said he had not urinated since admission. 

Physical Examination showed the abdomen to 
be distended and tender with increased tension 


throughout. The tenderness was more marked 
over the pubis. There was shifting dullness in 
the flanks. The patient was catheterized and 


two ounces of urine and one ounce of blood ob- 
tained. From these findings and the history, a 
diagnosis of ruptured urinary bladder was made. 
The patient was operated one hour later. 

On opening the peritoneum, there was a gush 
of blood-tinged fluid about two liters. There 
was an intraperitoneal rupture of the bladder 
(about 144” long) on the posterior wall. This 
was sutured in layers. Permanent catheter in- 
serted. The patient rallied quickly, so that ten 
days after the operation he was able to void 
without difficulty, so the catheter was removed. 
On the evening of the same day the patient had 
to wait about twenty minutes for a urinal. Sud- 
denly he felt something give way and in a mo- 
ment his abdominal dressing was soaked. Ex- 
amination showed urine coming from the in- 
cision. Another permanent catheter was in- 
serted. ‘he patient’s temperature remained nor- 
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mal. Abdomen remained soft. There was no 
fluid in the abdomen. It is evident that he now 
had an extraperitoneal leakage. Just fifteen days 
after this mishap the wound was entirely healed 
so that the catheter was removed again. From 
this time on he made an uneventful recovery and 
was discharged forty-five days after admission 
to hospital. He was voiding freely and without 
distress. 

Case II. Male, 33 years of age. Very little 
history could be obtained as the patient could 
not speak English. Two days before admission 
the patient went out to walk. He thinks he 
caught cold. He began to have severe pains 
throughout the abdomen. These continued until 
the day before admission, when the pain prac- 
tically disappeared, leaving a disagreeable feel- 
ing across the upper part of the abdomen with 
occasional jabs of sharp indefinite pain. 

PuysicAL EXAMINATION: Showed a fairly 
well developed and nourished middle aged man. 
His face was drawn and pinched, cheeks sunken, 
skin pasty in appearance, breath very foul, res- 
pirations short and somewhat labored. General 
condition that of severe shock. His chest, heart, 
and lungs were negative. Abdomen distended 
with increased tension throughout. No definite 
evidence of shifting dullness could be ascer- 
tained. No masses felt. Tenderness through- 
out and not marked over any definite area. 

A tentative diagnosis of ruptured gastric ulcer 
was made. At operation there was an intraperi- 
toneal rupture of the bladder about 1” long on 
the posterior wall. The edges of the wound were. 
dark and discolored, showing that the injury was 
not a recent one. The wound was sutured in ° 
layers. This patient lived about thirty hours 
after the operation. 


APPENDICITIS AS A SEQUEL OF 
THROAT INFECTIONS. 


By AnTtHony Corvese, M. D., 
Providence, R. I. 


The occurrence of appendicitis as a sequel of 
throat infections, particularly acute tonsillitis, in 
four cases which have come under my observa- 
tion during the past two years seems to be a 
little more than a mere coincidence. European 
writers have called attention to appendicitis sec- 
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ondary to tonsilitis, but the subject has received 
less attention in America and Great Britain than 
its practical importance warrants. Most of the 
standard works on medicine and surgery make no 
reference to it. 

Kelley recognizes the relationship of appendi- 
citis to tonsillitis, and states that in the Surgical 
Clinic of the Johns Hopkins Hospital there were 
three instances of its occurrence out of ninety- 
one cases of simple acute appendicitis. 

Recent observations and experiments by 
Rosenow seem to indicate that appendicitis, in 
the absence of foreign bodies, is very frequently 
of hematogenous origin and secondary to some 
distant focus. The organisms most frequently 
found in the distant foci are the streptococci, 
and the disease develops when for some reason 
or other the organisms have acquired an affinity 
for the appendix and at the same time gain 
entrance into the circulation. The importance 


is emphasized, therefore, of a thorough search 
for and removal of possible foci of infection, 
from which appendicitis may originate. Rosenow 
found that one of the most common foci in 
clinical experience is infection of the tonsils. 


That this may occur is indicated by not infre- 
quent occurrence of the disease, at times almost 
in an epidemic form, when throat infections are 
particularly prevalent. I will report the follow- 
ing cases: 

Case I. Male. E. M., age 21 years. Com- 
plaint—One week before admission to hospital 
had cold in head and bad sore throat ; three days 
later was seized with abdominal pain. Opera- 
tion—Acute gangrenous appendicitis with abscess. 

Case II. Male. C. T., age 20 years. First 
seen on May 2, 1916, complaining of sore throat, 
headache, and general malaise. Examination of 
throat showed acute follicular tonsillitis and 
pharyngitis. On the following day at 4 p. m. 
he was suddenly seized with abdominal pain, 
which later localized in right iliac fossa. Patient 
was seen at 9 p. m. and presented a typical acute 
appendicitis. Operation at 11 a. m. following 
day—Acute ulcerative appendicitis with small 
amount of free fluid. Cultures from lumen of 
the appendix and cultures from tonsils both 
showed streptococci. 

Case III. Male. J. N., age 38 years. Com- 
plaint—Eighteen hours before operation was 
seized with abdominal pain. At operation an 
acute ulcerative appendicitis with a large per- 
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foration was found. Two months previous 
patient had had a bad sore throat and rheumatic 
fever. 

Case IV. Male. P. M., age 29 years. Five 
days following an attack of influenza, associated 
with a severe follicular tonsillitis, he began to 
have abdominal pain, and moderate tenderness 
over McBurney’s point. With ice bag over ap- 
pendix region and starvation for two days he re- 
covered without operation. 

The first two cases were acute tonsillitis fol- 
lowed by acute ulcerative appendicitis. In Case 
IT same organism was isolated from the appendix 
and from the tonsils. Case III was a chronic in- 
fection of tonsils followed by acute ulcerative 
appendicitis. Case IV was a mild attack of ap- 
pendicitis following an influenza infection. 

CONCLUSIONS: (1) The importance of bear- 
ing in mind the liability of appendicitis to follow 
acute tonsillitis and influenza infections. (2) 
That the appendicular involvement may be only 
part of a generalized infection, hence the gravity 
of such cases out of proportion to the local 
symptoms. (3) Chronic tonsillar infections 
should be kept in mind as the possible cause of 
similar infections of the appendix. 


MEDICAL. PREPAREDNESS. 


INFORMATION REGARDING THE CORRELATED 
ACTIVITIES OF THE COUNCIL OF NATIONAL 
DEFENSE AND THE ADviIsORY COMMISSION, 
THE MeEpDICAL DEPARTMENTS OF GOVERNMENT 
AND THE COMMITTEE OF AMERICAN PHysI- 
CIANS FOR MEDICAL PREPAREDNESS. 


Under existing conditions it is desirable that 
every physician as well as every other loyal citi- 
zen of America should be prepared to render 
active service to the Federal Government, re- 
membering that the protection afforded by the 
Government has made it possible for its citizens 
to enjoy liberty, peace and prosperity. 

The avenues through which the most effective 
service can be rendered by members of the medi- 
cal profession have taken definite and concrete 
form. Briefly, the plan is that all medical activi- 
ties should codperate with the Council of National 
Defense. 

It would seem desirable at this time to state 
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explicitly just what the Council of National De- 
fense and its various agencies are. 

The Council of National Defense was created 
by Act of Congress, August 29, 1916, 


“Sec. 2. That a Council of National Defense 
is hereby established, for the co-ordination of in- 
dustries and resources for the national security 
and welfare, to consist of the Secretary of War, 
the Secretary of the Navy, the Secretary of the 
Interior, the Secretary of Agriculture, the Sec- 
retary of Commerce, and the Secretary of Labor. 

“That the Council of National Defense shall 
nominate to the President, and the President 
shall appoint, an advisory commission, consisting 
of not more than seven persons, each of whom 
shall have special knowledge of some industry, 
public utility, or the development of some natural 
resource, or be otherwise specially qualified, in 
the opinion of the council, for the performance 
of the duties hereinafter provided. * * * 

“That the Council of National Defense shall 
adopt rules and regulations for the conduct of 
its work, which rules and regulations shall be 
subject to the approval of the President, and 
shall provide for the work of the advisory com- 
mission to the end that the special knowledge of 
such commission may be developed by suitable 
investigation, research, and inquiry and made 
available in conference and report for the use 
of the council; and the council may organize 
subordinate bodies for its assistance in special 
investigations, either by the employment of ex- 
perts or by the creation of committees of spe- 
cially qualified persons to serve without com- 
pensation, but to direct the investigations of ex- 
perts so employed.” 

A committee of distinguished physicians was 
asked to present to the President names of 
medical men suitable for membership on the ad- 
visory’commission. Dr. Franklin H. Martin of 


Chicago was selected. 

The following statement was issued by Presi- 
dent Wilson on the night of October 11, 1916, 
in announcing his appointment of the civilian 
advisory members of the Council of National 
Defense: 

“The Council of National Defense has been 
created because the Congress has realized that 
the country is best prepared for war when thor- 
oughly prepared for peace. From an economic 
point of view there is now very little difference 
between the machinery required for commercial 
efficiency and that required for military purposes. 

“In both cases the whole industrial mechanism 
must be organized in the most effective way. 
Upon this conception of the national welfare the 
council is organized in the words of the act for 
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‘the creation of relations which will render pos- 
sible in time of need the immediate concentration 
and utilization of the resources of the nation.’ 

“The organization of the council likewise opens 
up a new and direct channel of communication 
and co-operation between business and scientific 
men and all departments of the government, and 
it is hoped that it will in addition become a rally- 
ing point for civic bodies working for the national 
defense. The council’s chief functions are: 

“t. The co-ordination of all forms of trans- 
portation and the development of means of trans- 
portation to meet the military, industrial and 
commercial needs of the nation. 

“2. The extension of the industrial mobiliza- 
tion work of the Committee on Iudistrial Pre- 
paredness of the Naval Consulting Board and 
complete information as to our present manufac- 
turing and producing facilities adaptable to many 
sided uses of modern warfare will be procured, 
analyzed and made use of. 

“One of the objects of the council will be to 
inform American manufacturers as to the part 
which they can and must play in national emer- 
gency. It is empowered to establish at once and 
maintain through subordinate bodies of specially 
qualified persons an auxiliary organization com- 
posed of men of the best creative and administra- 
tive capacity, capable of mobilizing to the utmost 
the resources of the country. 

“The personnel of the council’s advisory mem- 
bers, appointed without regard to party, marks 
the entrance of the non-partisan engineer and 
professional man into American governmental 
affairs on a wider scale than ever before. 
It is responsive to the increased demand for and 
need of business organization in public matters 
and for the presence there of the best specialists 
in their respective fields. In the present instance 
the time of some of the members of the Advisory 
Board could not be purchased. They serve the 
government without remuneration, efficiency be- 
ing their sole object and Americanism their only 
motive.” ; 

As indicated above, the Council of National 
Defense therefore consists of six members of the 
Cabinet as follows: The Secretary of War, 
Chairman ; the Secretary of the Navy; the Secre- 
tary of the Interior; the Secretary of Agricul- 
ture; the Secretary of Commerce; the Secretary 
of Labor. 

The Advisory Commission of the Council of 


a ‘ 
; 


May, 1917 


National Defense consists of seven civilians ap- 
pointed by the President. The members of the 
Advisory Commission are as follows: Mr. 
Daniel Willard, President of the Baltimore and 
Ohio Railroad, Chairman; Mr. Hollis Godfrey, 
LL. D., President of Drexel Institute, Philadel- 
phia, Pa.; Mr. Howard E. Coffin of Detroit (who 
is also Chairman of the Committee on Industrial 
Preparedness of the Naval Consulting Board) ; 
Dr. Franklin H. Martin of Chicago; Mr. Ber- 
nard Barduch, Financier, of New York; Mr. 
Julius Rosenwald, Vice-President of Sears, Roe- 
buck & Company, of Chicago; Mr. Samuel 
Gompers, President of the Federation of Labor. 

The two bodies meet in joint session at fre- 
quent intervals for the purpose of considering 
problems relating to national defense. 

The executive activities of the Council of 
National Defense are co-ordinated and carried 
out through the medium of the Director of the 
Council of National Defense, Mr. W. S. Gifford, 
and the chiefs of the various departments repre- 
sented by the members of the Advisory Commis- 
sion. Dr. Frank F. Simpson is chief of the 
Medical Section of the Council of National 
Defense. 


Tue Apvisory COMMISSION. 

The organization of the Council and of the 
Advisory Commission provides that each mem- 
ber of the Advisory Commission shall gather 
about himself for the most effective co-ordination 
of the activities he represents, a committee or 
board consisting of representatives of govern- 
mental departments on the one hand and civilian 
members on the other hand. 

The Medical Committee, of which Dr. Franklin 
H. Martin is Chairman, consists of William C. 
Gorgas, Surgeon General of the United States 
Army; William C. Braisted, Surgeon General of 
the United States Navy; Rupert Blue, Surgeon 
General of the United States Public Health Ser- 
vice; Col. Jefferson R. Kean, Director General 
of Military Relief of the American Red Cross; 
Dr. William H. Welch, member of the National 
Council of Research; Dr. William J. Mayo, 
Chairman of the Committee of American Physi- 
cians for Medical Preparedness; Dr. Frank F. 
Simpson, Chief of the Medical Section of the 
Council of National Defense and Secretary of 
the Committee of American Physicians for Medi- 
cal Preparedness. 


MEDICAL PREPAREDNESS 


Many medical problenis which have bearing 
upon the national defense are considered by Dr. 
Martin’s Committee and by the Advisory Com- 
mission and the Council of National Defense 
before being put into action by the governmental 
departments concerned. 


COMMITTEE OF AMERICAN PHYSICIANS FOR 
MEDICAL PREPAREDNESS—ITs Com- 
PONENT Parts. 

National and State Committees. 

In April, 1916, the national committee was 
appointed by the joint action of the Presidents 
of the American Medical Association, the Ameri- 
can Surgical Association, the Congress of Ameri- 
can Physicians and Surgeons, the Clinical Con- 
gress of Surgeons of North America, and the 
American College of Surgeons. To that com- 
mittee was delegated the responsible duty of 
formulating plans whereby the civilian medical 
resources of the United States might be ascer- 
tained and effectively co-ordinated for such 
purposes as might be required by the Federal 
Government. 

The national committee organized, selected a 
chairman and secretary and an executive com- 
mittee, and appointed a state committee of nine 
strong men in each state of the Union. 

It is the fixed policy of this committee that all 
presidents and secretaries of the various state 
medical societies shall be members of their 
respective state committees during their incum- 
bency in office. From the first it was contem- 
plated that at the proper time the organization of 
committees would be perfected in each county ot 
the country. That time has now come and county 
committees are being rapidly organized. 

In each instance the state committees are ex- 
pected to select the county committees and to 
supervise their formation. 


Name and Personnel of County Committees. 


It is the fixed policy of the Committee of 
American Physicians for Medical Preparedness 
that the various important medical interests and 
activities of each county shall be represented on 
the county committees. This is done for the pur- 
pose of co-ordinating the important interests and 
activities so that the medical profession of the 
nation may present a compact and effective 
organization for the purpose of aiding effectively 
in the national defense. In order that this plan 
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may be carried out with uniformity and precision 
throughout the country, the various state com- 
mittees have been requested to have all county 
committees bear the following distinguishing 
name, to wit, The Auxiliary Medical Defense 
Committee of County, in 

State. The state committees 
have also been requested to provide that the 
county committees shall include the following in 
their list of members: (1) All members of Na- 
tional Committee of the Committee of American 
Physicians for Medical Preparedness, resident in 
the individual county ; (2) members of the State 
Committee resident in or near the individual 
county; (3) representatives of the U. S. Army 
resident in the individual county ; (4) representa- 
tives of the U. S. Navy resident in the individual 
county; (5) representatives of the U. S. Public 
Health Service resident in the individual county ; 
(6) representatives of the State Board of Medi- 
cal Examiners residing in the individual county; 
(7) representatives of the State or City Public 
Health Service; (8) ranking medical officers of 
the National Guard; (9) President and Secre- 
tary of the local Medical Officers’ Reserve Corps 
Association, if there should be such an organiza- 
tion; (10) Deans of medical schools ; (11) Presi- 
dent and Secretary of the County Medical So- 
ciety ; (12) President and Secretary of any other 
important medical societies ; (13) Medical Direc- 
tor of the local Red Cross Units; (14) other rep- 
resentative medical men. 


Duties oF County CoMMITTEES. 

From time to time specific duties will be 
assigned to the various State and county commit- 
tees. These duties will be in accord with the 
policy of the Council of National Defense, and 
should be executed promptly and precisely by 
those who are called upon to co-operate in this 
manner with the Council of National Defense. 

The committees will call to their assistance 
those who have been appointed field aides by 
their various State committees and such other 
physicians as they may desire to have co-operate 
with them. 

Among the specific duties which the county 
committees are requested to perform at this time 
are the following: 

First: That these committees co-operate with 
the National and State Committees of the Com- 
mittee of American Physicians for Medical Pre- 
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paredness in their efforts to gain needful infor- 
mation regarding the civilian medical resources 


of their own communities, and in their efforts to 
co-ordinate civilian medical activities for prompt 
mobilization in case of need. 

Second: That they secure applicants: (a) 
For the Army Medical Corps. If the President 
should call the full complement of troops already 
authorized by Congress, the Regular Army would 
need about 1,200 additional medical officers. If 
a million men should be called, a corresponding 
increase would be required. (b) For the Medi- 
cal Officers’ Reserve Corps. If war should come, 
20,000 to 30,000 medical reserve officers should 
be enrolled. (c) For the Naval Medical Corps, 
which needs about 350 additional officers. (d) 
For the Coast Defense Reserve Corps of the 
Navy. Several hundred high-class reserve medi- 
cal officers are desired. (e) For the National 
Guard, such numbers as may be required to 
bring your local National Guard to full strength. 

In the preparation for National Defense the 
first thing needed will be medical officers. Phy- 
sicians recommended for such service should be 
of the highest type.. They should be free from — 
suspicion of addiction to drugs or drink. Medi- 
cal officers who go to field duty should by pref- 
erence be under the age of forty-five. 

Third: That they co-operate, individually and 
collectively, with the Medical Department of the 
Army, Navy and Public Health Service and with 
the Council of National Defense. 

Fourth: That they co-operate with the Red 
Cross in their efforts to bring that organization 
to the highest point of efficiency. 


Committee of American Physicians—Activities 
Accomplished and in Progress. 


On the 26th of April, 1916, the Executive 
Committee of the Committee of American Phy- 
sicians tendered the services of the committee 
to the President of the United States. He ex- 
pressed himself as being pleased with the patri- 
otic tender of services and regretted that existing 
laws did not permit the acceptance by the Fed- 
eral Government of gratuitous services, but 
stated that the matter would be referred to the 
Secretary of War and the Secretary of the Navy 
for the purpose of devising plans by which the 
good offices of the medical profession could be 
accepted and utilized to best effect by the Fed- 
eral Government. He further stated that the 
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plans would be referred to the Committee of 
American Physicians for comments and sugges- 
tions. The Executive Committee was permitted 
to make suggestions regarding the bill creating 
the Council of National Defense. 

During the last year this Committee and its 
various subsidiary bodies have been actively en- 
gaged in formulating and carrying out various 
activities in conformity with the general plans 
for national defense, which have been undertaken 
by the Federal Government. 

The splendid work done by the various State 
and other committees was of such extent and 
value that the Council of National Defense at its 
first meeting requested the Committee of Ameri- 
can Physicians to continue their various activi- 
ties under the guidance of the Council of Na- 
tional Defense, and asked the Secretary of the 
Committee of American Physicians to act as 
chief of the Medical Section of the Council of 
National Defense. Since that time the various 
activities have gone forward with renewed 
energy. 

Some of the activities which have either been 
completed or are well under way, follow: 

Ist. Some 20,000 medical men selected from 
all parts of the country have been classified ac- 
cording to the training and the kinds of work 
which they do best. 

2nd. An inventory of hospitals and other 
medical institutions is well under way. 

3rd. It has been the fixed policy of the Com- 
mittee of American Physicians to aid the Ameri- 
can Red Cross in bringing its medical depart- 
ment to the highest point of efficiency. With that 
object in view, and in order to foster the spirit 
of co-operation, the members of the National 
Committee of the Committee of American Phy- 
sicians accepted invitations to become members 
of the national committee of the medical depart- 
ment of the American Red Cross. In order fur- 
ther to promote the harmonious co-operation of 
the two organizations, most of the members of 
the various State committees of the Committee 
of American Physicians were also made members 
of the State committees of the American Red 
Cross. The various county committees will also 
be expected to co-operate in carrying out the 
plans of the two organizations. 

4th. The establishment of military training 
for senior medical students in a large percentage 
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of the high-grade medical schools of the country. 

5th. The establishment of more effective mili- 
tary training for hospital groups for members of 
the Medical Officers’ Reserve Corps, for dental 
students, and others. 

6th. The appointment of a Committee for the 
Standardization of Medical and Surgical Sup- 
plies and Equipment. The purpose of this work 
is to designate a list of articles essential to the 
successful conduct of civilian and military medi- 
cal and surgical activities so that in the event that 
it should become necessary to curtail production 
all of the energies of the drug and instrument 
makers would be devoted to necessary articles 
rather than to those which are desirable but not 
essential. On this Standardization Committee 
are representatives of the Army, the Navy, the 
Public Health Service, the Red Cross, the Coun- 
cil of National Defense and a number of the most 
distinguished members of the various specialties 
of civilian medicine. In their work of co-ordina- 
tion and standardization this committee will take 
council with the manufacturers of the various 
supplies under consideration. 

7th. Much valuable information supplied by 
medical and other observers who have worked in 
the war zones of Europe is being gathered and 
classified. 

8th. The Presidents of important national 
medical organizations of the country have been 
requested to suggest to the medical section of 
the Council of National Defense the kinds of 
work which members of those organizations are 
best fitted to perform, and to suggest plans 
whereby their activities and resources might be 
utilized to best advantage. This request does not 
contemplate an inventory and organization of 
these resources. The purpose is that having re- 
ceived suggestions offered by the various organ- 
izations, those suggestions will be maturely con- 
sidered and such as conform to the plans of the 
Council of National Defense and can be utilized 
to advantage, will be adopted. The various 
organizations will, in that case, be requested to 
co-operate fully and promptly in perfecting the 
plans of the Council of National Defense. 

The foregoing memorandum embodies only a 
very small percentage of the problems now under 
consideration. It is neither wise nor desirable, 
however, to present them in detail at this time. 
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EDITORIALS 


THE PRESENT DUTY OF THE MEDICAL 
PROFESSION. 

On another page of this issue will be found a 
complete report of the activities of the Council 
of National Defense, the Medical Departments 
of the Government, and the Committee of Ameri- 
can Physicians for Medical Preparedness. It 
clearly outlines the work already accomplished 
by these different organizations in the huge task 
of preparing the nation for the fight against 
injury and disease. The self-appointed Commit- 


tee of American Physicians tendered its services 


to the President a year ago. Since then it has 
been recognized by the Council of National De- 
fense, and has become incorporated with that 
body, which is possessed of large powers and 
resources. The medical profession may truly feel 
that the governmental activities in which they are 
particularly interested have been wisely planned 


and efficiently organized. We have no reason to 
believe that the medical fiasco of the Spanish- 


American war will be repeated in this day and 
generation. The sentiment of the profession is 


against inefficiency. But the need of trained 
medical officers for national defense is great. The 
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appalling lack of an adequate medical corps in 
both the Army and the Navy is perhaps the 
weakest link in our chain of defense. Have you 
ever thought how many medical officers will be 
required properly to care for an army of a million 
men? Between twenty and thirty thousand. This 
number will be recruited with difficulty unless 
every member of the medical profession, who is 
qualified by age, health and character, makes 
application for appointment to the Medical Re- 
serve Corps. This is an opportunity to do some 
hard thinking in behalf of your country and to 
decide where your duty lies. Of course, the civil 
population at home must receive adequate medi- 
cal attention, and this subject will receive intelli- 
gent supervision. Your application for member- 
ship in the Medical Reserve Corps should be in 
the hands of the Surgeon General of the Army 
as soon as possible. In this way the Government 
may utilize your services in the most feasible 
way, whether with the civil population, or with 
the fighting forces, or at some base hospital lying 
between these two extremes. 


PRAYER VS. ATROPINE. 
The following letter was recently received by a 
physician in Providence: 


Dear Doctor: 
I write to inform you that I will not call at 


your office for any further treatment for my eyes. 
Of course you will wish to know the reason. I 
do not know how much you believe in the Bible 
as God’s word, or in prayer, and what I say may 
surprise you. In the fifth chapter of James, be- 
ginning at the fourteenth verse, it says: “Is any 
sick among you? Let him call for the elders of 
the church, and they will pray over him, anoint- 
ing him with oil in the name of the Lord; and 
the prayer of faith shall save the sick, and the 
Lord shall raise him up, and if he have committed 
sins they shall be forgiven him.” There are 
many other passages of scripture which I could 
give you, but it is not necessary. I obeyed this 
scriptual injunction, had my District Superin- 
tendent and my congregation join me in the 
prayer of faith, asking God to heal me, and I 
believe He has done it in the name of Jesus 
Christ and through the merit of the shed blood 
of Christ. 

I wish to state, however, that I have perfect 
confidence in you and feel that I can safely rec- 
ommend you to anyone as a competent oculist. 

Yours respectfully, 


We have every respect for the religious con- 
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victions of the clergyman, and we can admire 
his faith, while disagreeing with him in the 
literal meaning of the passage quoted, and it is 
not an evidence of disbelief in the teachings of 
God’s word if we question his judgment in the 
matter. The case in question is one of trachoma 
of long standing, with thickened and roughened 
lids and well marked pannus, complicated by an 
ulceration of the cornea. Without treatment for 
some weeks the inevitable occurred, pain, photo- 
phobia, and impaired vision. The use of cupric 
sulphate lessened the trachomatous condition very 
markedly and the instillation of atropine caused 
an immediate improvement in the ulcerative pro- 
cess, and it was at this stage, when the ulcer had 
healed and there was only the resulting cyclople- 
gia giving trouble, that he decided to rely upon 
the efficacy of prayer. Prayer continued for sev- 
eral days will relieve cycloplegia, so will several 
days without prayer, and the veriest sinner will 
recover as quickly as any saint from the cyclople- 
gic effect of atropine. It is fortunate for him 
that he did not begin this treatment of the ulcer 
before the beneficial effect of the atropine was 
secured, and it seems strange, and is the reason 
for comment, that an intelligent and reasoning 
man can fail to appreciate the physical and mate- 
rial logic of such a case. 


HOSPITAL DAY. 


It has been the custom for several years for 
the local hospitals served by resident and visiting 
staffs to hold an annual dinner. The occasion 
has come to be looked upon as a delightful social 
affair which appeals to graduates of the hospitals 
who have settled away from the scenes of their 
early training and which furnishes an opportunity 
for an annual “get together.” The evident en- 
thusiasm which former internes evince over these 
anniversaries of their hospitals leads us to believe 
that a great deal more could be made of these 
occasions which would be of distinct advantage 
to the individual physician and to the hospital to 
which he owes so much. We therefore suggest 
that the responsible officers consider designating 
a certain date each year to be known as “The 
Hospital Day,” on which all the 
externes will foregather at the hospital for a 
whole day of reunion, relaxation and renewal of 
good-fellowship. The program for the day might 
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consist of clinics during the morning and after- 
noon conducted by the visiting staff or invited 
guests of high repute from out of town. A 
luncheon at the hospital as guests of the Trustees 
would afford an opportunity for meeting old 
friends and inspecting new departments in the 
institution. The usual banquet in the evening 
would be a fitting climax for a day well spent 
and thoroughly enjoyed. Without a doubt such 
a program would appeal to many men who would 
welcome an opportunity to get back to the hos- 
pital again and to get in touch once more with the 
institution, its officers and one’s former compan- 
ions, 


“HE ALSO SERVES WHO ONLY STANDS 
AND WAITS.” 


In the present crisis in which our country is 
involved, it will be necessary to raise not only a 
large army, but there must also be recruited a 
proportionate number of physicians to serve the 
new army and the greatly enlarged navy person- 


nel. Many employers of labor have patriotically 
’ agreed not only to keep open the positions which 
their employes leave on enlisting, but also to pay 
to their families all or part of their wages during 


service. This is highly commendable in that it 
relieves the workman of a great burden of worry 
as to how his wife and children will manage to 
live, while he is doing his duty as his conscience 
dictates, and will make it possible for many men 
to enter the country’s service who otherwise could 
not do so without causing more or less suffering 
on the part of those near and dear to them. In 
the case of the doctor, unfortunately, no similar 
arrangement is possible. In the past, physicians 
have entered the service from a high sense of 
patriotism and have returned only to find their 
practice dissipated and their means of livelihood 
at a low ebb. When the doctor stops working, 
the income is cut off at the source, and there is 
no generous employer standing ready to look out 
for his family. It is, therefore, imperative that 
we as physicians should devise some method by 
which those physicians who are able and inclined 
to join the Medical Officers’ Reserve Corps may 
be assured of a certain degree of financial sup- 
port for their families, not from charity, but de- 
rived from their own practice. If every physi- 
cian who cannot for any reason enter active mili- 
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tary service would agree to look out for his 
brother practitioner’s patients and turn over one- 
third of the fees collected from the latter who 
may consult him, a feeling of security as to his 
family’s outlook would be engendered and one 
obstacle which is doubtless holding back some 
physicians from joining the colors would be 
removed. 

At a time like this probably nothing more 
legally binding than a “gentlemen’s agreement” 
would be necessary to insure the operation of 
some such scheme. If not, the medical society 
should take it upon itself to formulate some 
method of procedure which would keep the 
families of patriotic physicians from being forced 
to seek public or private charity. 

Furthermore, and somewhat along this line, the 
profession at large can show its appreciation of 
the sacrifices made by the men enlisting for ser- 
vice in the trenches by treating without charge 
the families of these men when necessary. 


THE WORKMEN’S COMPENSATION ACT. 


On the last day of the present legislative 
session, the General Assembly of this State 
passed an amended Workmen’s Compensation 
Act which will serve to correct most of the 
flagrant abuses of the Act hitherto in force. The 
new Act permits the injured employee to select 
his own physician, extends the time in which the 
employer becomes responsible for medical treat- 
ment from two to four weeks, and gives the 
physician a standing in a court of law, so that 
he may sue in his own name for the recovery of 
a disputed claim. The most important of the 
amendments for which we fought have been 
granted. The medical profession may justly feel 
that a notable victory has been achieved, and that 
the fairness of our contention—that the former 
Act worked a great hardship on the physician—. 
has been recognized by the law-makers. 

This is also a significant victory for the work- 
ingman. The inalienable right of every man, in 
time of injury or illness, to be able to summon a 
physician in whom he has confidence, is restored 
to the injured employee by this Act. This legis- 
lation is pre-eminent in pointing the way to other 
democratic laws regarding the inherent rights of 
the workingmen, which may be expected to fol- 
low. 
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The Committee of the Rhode Island Medical 
Society which has done such splendid and ardu- 
ous work in pushing through this Act is deserv- 
ing of the congratulations and gratitude of every 
medical man in the State. 


EXAMINERS FOR THE MEDICAL RE- 
SERVE CORPS. 

Physicians in the State, who have applied for 
admission to the Medical Officers’ Reserve Corps 
of the United States Army, will be interested to 
know that it will not be necessary for them to 
report in Boston for admission to the service, as 
has been customary in the past. The following 
examining officers have been appointed for this 
State: Dr. Charles D. Easton, Newport; Dr. 
James L. Wheaton, Pawtucket; Drs. John W. 
Keefe and Arthur T. Jones, Providence. Special 
meetings of the various county societies will be 
called in the near future, at which one of these 
officers will be present for the purpose of exam- 
ining candidates for admission to the Medical 
Corps of the Army and the Medical Officers’ 
Reserve Corps. Young, unmarried physicians 
are needed for these services and to recruit the 
medical department of the National Guard to full 
strength. 


SOCIETIES 


RHODE ISLAND MEDICAL SOCIETY. 
QUARTERLY MEETING. 
R. I. Medical Library, 
4:15 P. M., March 1, 1917. 

In the absence of the presiding officers, the 
meeting was opened by the Secretary, and Dr. 
Jesse E. Mowry elected acting chairman. 

The minutes of the last meeting and of the 
meeting of the House of Delegates were read 
and approved, 

Dr. W. H. Peters presented a copy of Senate 
Bill 102 relating to the formation of a “joint spe- 
cial committee on the laws of the State relating 
to Public Health.” Referred to the House of 
Delegates. 

Papers: “Industrial Accident Compensation 
Legislation; the Medical Phase,” Mr. F. I. Mc- 
Canna. “Decadence in Medical Economics,” Dr. 
W. L. Harris. Discussion of the papers was 
opened by Dr. F. N. Brown. 
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Dr. J. W. Keefe made a plea for financial aid 
for the propaganda for medical preparedness. 

The Secretary was instructed to write to the 
legislature praying favorabe consideration of H. 
B. 593, relating to changes in the Workmen’s 
Compensation Act. 

Collation. Adjourned. 

J. W. Leecu, M. D., Secretary. 


SECTIONS. 

A meeting of the Section in Medicine was held 
at the Medical Library, April 24, 1917, at 8:45 
p. m. Some remarks on “Nutrition and Func- 
tion’”’ were delivered by Dr. Frank E. Peckham. 
Discussion was opened by Dr. George S. 
Mathews. 

Cuartes A. McDona_p, M. D., 
Secretary-Treasurer. 


The thirty-first meeting of the Section for Dis- 
eases of Children was held at the Medical 
Library, April 25, 1917, at9 p.m. Paper: “The 
Mental Examination of the Defective Child,” by 
Dr. Fred J. Farnell. : 

Jacos S. Kettey, M. D., 
Secretary-Treasurer. 


DISTRICT SOCIETIES. 
PROVIDENCE MeEpIcAL ASSOCIATION. 
April 2, i917. 

The regular monthly meeting of the Provi- 
dence Medical Association was held at the Medi- 
cal Library, April 2, 1917, at 8:45 p. m. The 
President, Dr. F. E. Burdick, was in the chair. 
There were present 72 members.and two guests. 
The records of the preceding meeting were read 
and approved. 

Applications for membership of Drs. Frederick 
H. Devere, J. Edward McCabe and William F. 
Duffy were read and referred to the Standing 
Committee. 

A communication from the U. S. Department 
of Labor, Children’s Bureau, Washington, D. C., 
urging co-operation with it and the General Fed- 
eration of Women’s Clubs for the second annual 
Baby Week throughout the country on May ist 
to 6th, 1917, was read and referred to the Stand- 
ing Committee. 

A communication from Dr, Arthur T. Jones, 
Secretary State Committee on Red Cross Medi- 
cal Service, was received and read. This com- 
munication requested the President of the Asso- 
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ciation to appoint a Committee for Red Cross 
Medical Service and be the same as the Auxiliary 
Medical 
County. 

The chair made the following committee: Drs. 
F, C. Coughlin (chairman), W. B. Cutts, H. J. 
Hoye, C. E. Hawkes, J. G. Walsh, W. Hindle, 
W. W. Hunt, P. Conca, P. Hill, W. H. Magill, 
George W. Gardner, B. H. Buxton, R. G. Bug- 
bee, C. O. Cooke, W. R. McGuirk, J. B. Mc- 
Kenna, A. H. Miller, A. H. Ruggles, J. F. Haw- 
kins, J. Hamilton and A. Hollingworth. 

The Standing Committee had approved the fol- 
lowing applications for membership: Paul 
Appleton, Joseph W. Bannan, William P. Buf- 
fum, Jr., Louis J. Cella and William A. Mulvey. 
Upon the motion of Dr. Risk, the by-laws were 
suspended and the Secretary was instructed to 
cast an affirmative ballot for their election. It 
was so voted. 

Upon motion of Dr. Adams, the Collation 
Committee. was instructed to reduce the expendi- 
ture of collations following the regular meetings 
to $20.00. The motion was objected to by Dr. 
Hawkins but carried by a rising vote. Dr. Haw- 
kins then made a motion to suspend collations 
altogether. This motion was not seconded. 

Dr. F. N. Brown urged members to take an 
active interest in the new Workmen’s Comfen- 
sation Act now about to come before the Senate. 

The program of the evening was as follows: 


Paper: “Health Insurance.” by Charles V. 
Chapin, M. D. 
Case Reports: (a) “An Unusual Case of 


Urinary Lithiasis.” (b) “Four Cases of Medi- 


astinal Tumor.”” W. L. Chapman, M. D. 
Dr. Chapin’s paper was freely discussed by 


Drs. O’Meara, White, Mathews and Hawkes. 
Discussion was closed by Dr. Chapin. 
The meeting adjourned at 10:15 p. m. 
The usual collation followed. 
Lewis B. Porter, Acting Secretary. 


Newport Menpicat Society. 
Regular meeting was held April 19, 1917, 8:30 
p. m., at Historical Society building. 
Paper: “Modern Methods of Neurological 
Diagnosis,” by W. C. Quinby, M. D., of Boston. 
Mary E. Batpwin, M. D., Secretary. 


WASHINGTON County MepIcaL Society. 
The quarterly meeting of the Washington 
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County Medical Society was held at the Colonial 
Club, Westerly, Thursday, April 12, 1917, at 11 
a. m. 

Dr. William T. Veal of Hope Valley was 
elected to membership. 

At the request of Dr. Arthur T. Jones, Secre- 
tary of the State Committee on Red Cross Medi- 
cal Service, the following committee was ap- 
pointed, to be known asa “Committee for Red 
Cross Medical Service”: Drs. R. R. Robinson, 
H. K. Gardiner, J. Champlin, M. H. Scanlon, 
H. L. Johnson, F. E. Burke, J. L. May, F. C. 
Pagan and F. I. Payne. 

The following resolution was passed : 

“Resolved, That should any member of the 
Washington County Medical Society be obliged 
to leave his practice for any war service, that the 
members remaining at home shall carry on his 
practice, and return to his family 50 per cent. of 
the cash proceeds of the same, and on his return 
shall not attend any of his patients for a period 
of six months without his consent; and be it fur- 
ther 

“Resolved, That his dues shall be remitted, and 
that we request the State Society to do the same.” 

Dr. Arthur T. Jones then gave an interesting 
talk on Red Cross Medical Work, following 
which a rising vote of thanks was extended the 
speaker. 

Adjourned and dined. 

W. A. Hitrarp, Secretary. 


MEDICAL CLUBS. 


Medical Research Club, April 4, 1917. 

Dr. Fred H. Albee of New York entertained 
the club and invited guests at the Medical Library 
with a very interesting address.on “Surgical 
Experiences in France.” The talk was informal 
and was illustrated by lantern slides and moving 
pictures showing surgical conditions and the 
actual technique of several operations. Among 
many noteworthy films were several showing 
extensive injuries to the jaw with great loss of 
substance, which had been restored by bone 
grafts into the mandible. In another interesting 
film Dr. Carrell was seen demonstrating the tech- 
nique of the Dakin-Carrell method of sterilizing 
suppurating wounds. 
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TRUSSES 


Physicians orders for Trusses, Elastic Hosiery, Abdominal 
Supporters and Surgical Appliances, carefully executed and 
subject to their approval. 

Patients attended at their homes if necessary 


Lady Attendant 


GEO. L. CLAFLIN COMPANY 


Wholesale and retail 


DRUGGISTS 


Sick Room Supplies, Surgical Supplies, Invalids’ Roller 
Chairs, Crutches, Sick Room Necessities 


Prescriptions a Specialty 
62 to 72 South Main Street, Providence, R. I. 


EL CAPITAN 


The name of our special 


TRUSS 


which is giving satisfaction to every 
wearer. 

The understrap is dispensed with. Pads of many shapes may be used, according 
to rupture. Does not slip or ghafe. : 


Holds inguinal, femoral or scrotal ruptures 


We have many other patterns enabling us to mechanically hold any retainable 
_ rupture and please the wearer. 
Patients fitted by our male and female attendants at our rooms, at the home, 


or hospital. 


INCORPORATED 


Providence, R. I. Boston, Mass. 
417 Westminster Street 439 Boylston Street 
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MISCELLANEOUS 


Ruope Istanp Hospitat NOrTEs. 

George Eckert, M. D., who graduated from 
the hospital April 1, 1917, is now serving a term 
of service at the Providence Lying-In Hospital. 

John H. Morrissey, M. D., who graduated 
from the hospital April 1, 1917, has opened an 
office at 341 Smith street, Providence. 

In connection with the regular meeting of the 
Staff Association on Monday evening, April 9, 
1917, there was held a clinical meeting, the sub- 
ject, a symposium on Duodenal Ulcers. 

Dr. George A. Matteson gave a short discourse 
on the surgical aspect, speaking of the various 
operations in vogue. 

Dr. Charles E. Hawkes presented two interest- 
ing cases in connection with the surgical side of 
the subject. He showed also X-rays of a case of 
kidney calculus, and the kidney stone which was 
removed at operation. 

Dr. Frank T. Fulton gave a discourse on the 
medical aspect of the disease, emphasizing, if 
medically treated, the necessity of long continued 
treatment, and weighing this with the risk of sur- 
gical treatment. 

Dr. Henry P. Lovewell presented a case leit 
was being treated medically with good results, 

Dr. Lewis B. Porter has been appointed to fill 
the vacancy in the Naval Base Hospital Unit 
caused by the withdrawal of Dr. James W. Leech. 


The regular meeting of the Rhode Island Hos- 
pital Club was held at the hospital March 28, 
1917, at 8:45 p.m. The following papers were 
read: “Report of Two Cases Cystic Kidney,” Dr. 
John H. Morrissey; “Rupture of the Urinary 
Bladder, with report of two cases,” Dr. George 
A. Eckert. 


ProvipENCE City 

The Out-patient Clinic on Delaine street was 
opened on Monday, April 16. It includes a 
medical department, dental, eye, and children’s 
departments, and a clinic for well babies. The 
vaccination of children for one section of the city 
will also be carried on in connection with this 
clinic. 

Dr. Everett Jewett and Dr. S. J. Kaufmann 
have taken up their duties as internes. 
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Mr. James Chandley, registered pharmacist, 
has been appointed to take charge of the dispen- 
sary, and is now on duty. 


St. JosepH’s HospPItat. 

Dr. Fred H. Albee of New York held a clinic 
on the operative treatment of Pott’s disease of 
the spine at the hospital, April 4, 1917. About 
fifty physicians from various parts of the State 
were present. Dr. Albee demonstrated his 
method of treating Pott’s disease by inserting a 
bone graft, removed from the crest of the tibia, 
into the spinous processes at the level of the dis- 
ease. The use of the motor saw and the fashion- 
ing of bone grafts, modelled after the methods of 
the joiner and orchardman, was of great interest 
to the audience. The patient has so far made an 
uneventful convalesence with no post-operative 
rise of temperature. 

The regular monthly meeting of the Staff was 
held on Friday evening, April 13. Dr. John J. 
Kenney read a paper on Eclampsia. 


MemoriaL HospitTat. 

A meeting of the Staff Association was held 
March 27, 1917, at 8:30 p.m. Dr. W. M. Conant 
of Boston read a paper on “The Surgical Condi- 
tions of the Gall Bladder and Their Treatment.” 


Ruope. Istanp Society OF ANESTHETISTS, 

A meeting of the Rhode Isand Society of Anes- 
thetists was held at the Medical Library, March 
31, 1917, at 8:45 p. m. Dr. Paluel J. Flagg of 
New York read a paper on “Intra Pharyngeal 
Insufflation and Intra Pharyngeal Inhalation.” 


Dr. Charles O. Cooke has spent the past month 
at the Mayo Clinic, Rochester, Minn., and at 
the meeting of the American Urological Asso- 
ciation in Chicago. 


MEETING OF ALIENISTS AND NEUROLOGISTS. 

The annual meeting of Alienists and Neurolo- 
gists will be held Monday, July 9, to Thursday, 
July 12, 1917, in the Red Room, LaSalle Hotel, 
Chicago, under the auspices of the Chicago Medi- 
cal Society. Dr. George A. Zeller will act as 
chairman. The program will be mailed June 28, 
with abstract of each paper. Contributors to the 
program are solicited. This is a society without 
a membership fee. Address, Secretary A. & N., 
Room 1218, 30 No. Michigan Ave., Chicago. 
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